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Bacterial endophthalmitis is a potentially devastating 
condition, often ending in visual loss, that usually 
occurs as a complication of intraocular surgery or 
penetrating nonsurgical trauma [I]. Endogenous or 
blood-borne infections of the eye are much less 
conimon than exogenous endophthalmitis, and may be 
seen in patients with known systemic infections or as 
the presenting sign of previously unrecognized sepsis 
[2]. The most frequent causative organisms of 
endogenous bacterial endophthalmitis are Staphylococcus 
aureus, Streptococcus pneumoniae, Eschericlziu tali, Stuepto- 
coccus spp., Bacillus spp., and Aeudomonas aeruginosa 
[2-41. Meningitis, endocarditis and urinary tract infec- 
tions are the septic foci most commonly implicated. We 
describe a case of endogenous endophthalmitis due to 
Streptococcus agalactiae in an adult male and review the 
English language literature on this entity (MEDLINE, 
National Library of Medicine, Bethesda, MD covering 
the years 1983-94). 
A 44-year-old alcoholic man presented to another 
hospital with a 2-day febrile illness, shaking chills and 
diarrhea. Treatment with intravenous ciprofloxacin was 
initiated. O n  the third day of hospitalization, pain, 
redness and loss of visual acuity in the right eye 
occurred. He was referred to our institution because of 
suspected bacterial endophthalmitis. On admission he 
was febrile and tachycardic. There were redness and 
proptosis of the right eye with vitreous inflammation; 
no hypopyon was noted. Visual acuity was restricted to 
perception of light. Physical examination was otherwise 
normal. An intravitreal injection of vancomycin and 
gentaniicin and topical cycloplegics and steroids were 
given. No intraocular specimens for culture were 
obtained. Empirical treatment was started with intra- 
venous cefotaxime, 3 g every 4 h. S. afaiaciiae grew 
from four blood cultures. After the culture results were 
available, cefotaxime was discontinued and penicillin 
1800 mg every 4 h combined with gentamicin I00 ~ n g  
every 8 h was begun. The minimum inhibitory 
concentration (MIC) and minimum bactericidal 
concentration (MBC) for penicillin were 0. I2  mg/L 
and > 4  mg/L, respectively. Peak and through serum 
bactericidal activities were 1/256 and 1 /32, respec- 
tively. O n  the second day after admission there was no 
light perception in the right eye. During the next 
several days, severe pain in the right sternoclavicular 
joint developed and a mitral diastolic murmur became 
evident. An echocardiogram revealed severe mitral 
stenosis (1 cm’) with mild niitral and aortic 
regurgitation and a vegetation of 13 x 13 nim at the 
mitral valve. Scan with both 99Tc and 67Ga showed a 
high uptake at the affected joint. The ocular inflani- 
iiiation gradually settled and the patient’s general 
condition improved. He was discharged after 6 weeks 
of intravenous penicillin treatment. Three days later the 
patient suffered acute ischemia of‘the left arm and right 
limb due to humeral and popliteal emboli. He  
underwent embolectomy and valvular replacement. 
Cultures of the blood, the embolus arid the mitral valve 
were negative. He remains in good clinical condition 
after 1 year of outpatient follow-up. 
An increase of invasive disease due to group B 
streptococci in adult men and non-pregnant women 
has been reported in recent years [5,6]. Endogenous 
endophthalmitis is a very uncommon manifestation of 
group B streptococcal bacteremia in adults. In fact, we 
found only 11 previously reported cases in our review 
of the literature. These 11 cases with the addition of 
our case are summarized in Table 1 [3,4,7-101. All 
patients presented other foci of infection at the time 
of endophthalmitis diagnosis, especially arthritis and 
endocarditis. In three cases eye symptoms were the 
first signs of sepsis, while in five cases endophthalmitis 
developed after other manifestations of septiceniic 
illness, usually arthritis. 
The treatment of the 12 patients reported was 
heterogeneous. In fact, management of endogenous 
endophthalmitis remains controversial. Treatment of 
endogenous endophthalmitis requires prompt recog- 
nition and high-dose intravenous antibiotics. Some 
authors suggest that ocular fluids do not need to be 
obtained for diagnostic purposes if the patient is known 
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Table 1 Characteristics of 12 cases of endogenous endophthalmitis due to Stveptococcus agalactiae 
1 
- 
Patient's Underlying Clinical Duration of Other sites Positive 
Ref. age (year) sex disease presentation symptoms of infection cultures 
42/M 
81/ND 
56/ND 
55/M 
76/F 
65/M 
Congenital 
heart disease 
ND 
ND 
Renal calculi 
Multiple 
myeloma 
ND 
Diabetes 
mellitus 
7 60/M ND 
8 70/F ND 
9 
10 
10 
PR 
74/F 
62/F 
48/M 
44/M 
Foot ulcer 
Diabetes 
mellitus 
Hypertension 
HIV infection 
Splenectomy 
Fever 
Chills 
ND 
ND 
Visual loss 
Fever 
Joint pain 
Visual loss 
Fever 
Joint pain 
Fever 
Visual loss 
Fever 
Joint pan  
Fever 
Cellulitis 
Cellulitis 
Chills 
Fever 
Valvular disease Fever 
Chronic liver Chills 
disease 
2 months 
ND 
ND 
3 days 
2 days 
5 days 
2 days 
2 days 
ND 
ND 
2 days 
2 days 
Endocarditis 
Endocarditis 
Diverticuhtis 
Endocarditis 
Arthritis 
right elbow 
Endocarditis? 
Urinary 
infection 
Arthritis 
right knee 
Endocarditis 
Arthritis 
left wrist 
Arthritis 
left wrist 
right shoulder 
Cellulitis 
Cellulitis 
Osteomyelitis 
Meningitis 
Endocarditis 
Arthritis 
Blood 
Blood 
Vitreous 
Blood 
Aqueous 
Vitreous 
Blood 
Blood 
Urine 
Conjunctiva 
Blood 
Vitreous 
Aqueous 
Synovial fluid 
Blood 
Vitreous 
Blood 
Vitreous 
Foot ulcer 
Blood 
Soft tissue' 
Vitreous 
Blood 
CSF 
Blood 
Lntravitreous General 
treatment treatment Outcome 
No Cefazolin Died 
Gentamicin 
ND ND Blind 
Died 
ND ND 20/40 
Cefuroxime Amoxycillin RE-LP 
Gentamcin LE-blind 
No Benzylpenicillin RE-LP 
Gentamicin LE-blind 
Cefuroxime Amoxycillin Valvular 
Gentamicin replacement 
RE-blind 
N o  Benzylpenicillin LE- 
Gentamicin enucleation 
No Benzylpenicillin RE-normal 
LE-normal 
Amikacin Clindamicin LE-blind 
Vancomycin Cloxacillin 
Vancomycin Penicillin G RE-20/100 
LE-LP Amikacin 
No Penicillin G RE-blind 
Vancomycin Penicillin G RE-blind 
Gentamicin Gentamicin Valvular 
replacement 
"Polymicrobial infection. M=male; F=female; ND=not documented; LP=light perception; ==right eye; LE=left eye; HIV=hurnan tmmuno- 
deficiency virus; CSF=cerebrospinal fluid; PK=present report. 
to be septic with a previously identified organism [Il l .  
The role of vitrectomy and intravitreal antibiotics has 
not yet been clearly defined in endogenous endo- 
phthalmitis. It is possible, however, that severe ocular 
damage or the necessity of enucleation may be 
prevented in some cases with intravitreal antibiotics or 
vitrectomy. 
Although Group B streptococci are generally 
considered universally susceptible to the penicillins, 
there are several reports of poor clinical response and 
relapse after appropriate antibiotic therapy. Penicillin 
tolerance has been related to these treatment failures 
[12,13]. Synergistic killing with the combination of 
penicillin and an aminoglycoside have been docu- 
mented in vitro and in vivo [14,15]. This combination 
has been recommended in the presence of a tolerant or 
an intermediately penicillin-resistant strain. In the cases 
we reviewed, visual outcome was often poor. In fact, 
eight patients suffered total loss of sight in their affected 
eyes. The mortality from Group B streptococcal 
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bacteremia is high, ranging between 20% and 70% in 
different series. The overall mortality displayed in this 
review was 17%. 
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